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PLATELET-RICH PLASMA (PRP) AND TRANEXAMIC ACID (TXA) APPLIED IN TOTAL KNEE ARTHROPLASTY

PLASMA RICO EM PLAQUETAS (PRP) E ÁCIDO TRANEXÂMICO (ATX) APLICADOS NA ARTROPLASTIA TOTAL DO JOELHO
INTRODUCTION
In 2000, during the American Academy of Orthopedics meeting, for the first time, Mooar et al. 1 demonstrated the use of autologous platelet gel in the postoperative period following total knee prosthesis with good results. Since 2006, studies on the use of PRP after TKA have presented conflicting results, and there is no consensus on its effectiveness. [2] [3] [4] [5] Similar to sealants such as fibrin, thrombin and PRP, antifibrinolytics have also been used to reduce bleeding. [6] [7] [8] Tranexamic acid (TXA) is the most commonly used. [9] [10] [11] The demonstrated results of intra-articular administration of TXA in TKA include effectively decreasing the reduction in hemoglobin (Hb), blood loss due to drainage and the need for transfusion within 48 hours after surgery. 12 Currently, TXA seems to be the most effective method to reduce bleeding. Nonetheless, TXA is not directly related to healing, and its efficacy in pain control and postoperative knee function improvement has not been demonstrated.
The hypothesis of this study is that PRP combined with TXA is effective in controlling bleeding and pain and improves healing and function after TKA. 
OBJECTIVE
To evaluate the effectiveness of PRP and TXA in TKA in relation to the decrease in Hb levels, postoperative pain control, knee flexion gain and lower limb function gain. Experimental PRP + TXA (20 patients): total knee prosthesis and intra-articular application of PRP and TXA. e) PRP preparation: PRP was prepared by a duly trained professional. A total of 20 mL of blood was collected from patients in 5-mL vacuum tubes with 10% sodium citrate for anticoagulation. The tubes were centrifuged (FANEM ® , Guarulhos, Sao Paulo, Brazil) at 1200 rotations per minute (RPM) for 10 minutes at room temperature in a 6.5-cm radius centrifuge. This centrifugation allowed the separation of the blood into the following components: red blood cells (tube bottom), white cells (thin layer over red blood cells) and plasma (superficial layer). The plasma was transferred to another 10-mL sterile tube and was centrifuged in the same centrifuge at the same speed for five minutes. At the end of this second centrifugation, the upper plasma layer (approximately 50%) was discarded because of the small amount of platelets present. The lower portion, which is rich in platelets and called PRP, was placed in a sterile Petri dish on a surgical drape and placed in a syringe for application by the surgeon. (Figure 1 ) Every five patients, part of the prepared PRP was separated and subjected to platelet count analysis in automatic counters (ADVIA 120 Siemens ® , Berlim and Munique, Germany). f) Tranexamic acid:
MATERIAL AND METHODS
Study design
The TXA treatment dose used was 1 g (four ampoules with 5 mL each and 50 mg/mL concentration) and was administered topically based on previous studies. 13 After cleaning the joint cavity, 20 mL TXA was applied and maintained for 5 minutes before the joint capsule and wound were closed. ( Figure 2 ) Data collection (Table 1 )
Statistical analysis
The statistical power of the sample was calculated using the sampsicommand of STATA software (version 11, 2011, College Station, Texas, USA),based on the method proposed by Frison and Pocock 14 for a comparative design of groups with repeated measures and using the reduction in Hb levels as the parameter. By adopting a significance 
RESULTS
Demographic Data (Table 2 ) and Preoperative and Prepared PRP Platelet Counts (Table 3) . Table 4 shows that there was a significant difference (p < 0.01) in decreased Hb at 48 hours after surgery among the groups.
The TXA groupswere compared with the control group and PRP group, and there were no differences between the TXA group and TXA + PRP group. In the pain evaluation, compared with the control group, the TXA groups showed significant advantages in the evaluations at 24 and 48 hours after surgery, and the PRP group showed advantages in the evaluation at 48 hours after surgery (p < 0.01). The flexion gains in the first 24 hours after surgery were better in the TXA groups than in the PRP and control groups (p < 0.05), with no difference between the TXA group and TXA + PRP group.
In the evaluations of the decrease in Hb in the first 24 hours, pain in the first week, flexion gain in the first 48 hours and WOMAC function questionnaire scores in the second month, there were no differences among the four groups up to 2 years after surgery. (Table 4 ) During the follow-up of the 84 patients, five cases (5.9%) of wound dehiscence and superficial infection were successfully treated with dressings and oral antibiotics (two in the control group, two in the TXA and one in the PRP + TXA group). Two cases (2.4%) of acute deep infection were treated, which required debridement, removal of the implant and two-step review of TKA with good progression (both in the PRP group). Two cases (2.4%) of late deep infection (after the third postoperative month) were also treated, with a two-step review of TKA with good progression (one in the TXA group and one in the PRP). In one case (1.2%), a review was indicated for patellar replacement, which was not performed in any of the primary surgeries. In total, five (5.9%) reviews were performed over a two-year period. Three manipulations were performed to treat arthrofibrosis (one in the TXA group, one in the PRP group and one in PRP + TXA group). No cases required a blood transfusion (the transfusion criterion was a Hb value less than 7 mg/dL in symptomatic patients). There were no diagnosed cases of thrombosis or thromboembolism. The identified complications were not significantly associated with PRP or TXA among the groups. (Table 5 )
DISCUSSION
To the best of our knowledge, no studies have yet evaluated the simultaneous use of TXA and PRP in TKA. Thus, in this study, we sought to combine the healing and anti-inflammatory effects of PRP with the hemostatic effect of TXA. This discussion is based on previous studies in which these substances were used alone in TKA. Administration of 1 g topical TXA alone or in combination with PRP is effective at reducing bleeding, based on the reduction in the Hb value, and this finding was once again confirmed in the present study. [11] [12] [13] In published studies on TKA, the most common route of administration for TXA application is intravenous. In this study, PRP was not effective in reducing bleeding or enhancing the effect of TXA. Mochizuki et al. 3 conducted a prospective, controlled, randomized clinical study with 315 knees that showed less bleeding through the drain and smaller decreases in Hb levels in patients in whom PRP was applied intra-articularly after capsule suture and activated with thrombin and calcium chloride. In the present study, PRP was applied with the joint still open and exposed with the intention of obtaining a better distribution of the substance. This more natural way may be beneficial for pain control. Moreover, this method may have delayed the effect of PRP at the time of major bleeding shortly after reperfusion as the substance had not reached its maximum effect for hemostasis. The preparation and application of PRP vary in the literature, constituting the main limitation for any systematic review or meta-analysis. Additionally, the results are conflicting. In a recent meta-analysis of 12 studies and 1,333 knees, no significant difference was found for the decrease in Hb in patients treated with PRP. 4 In this meta-analysis, there was also no evidence of improvements in knee range of motion or function, but pain was reduced with the use of PRP. Another meta-analysis AUTHORS' CONTRIBUTIONS: Each individual author contributed individually and significantly to development of this work. JPFG (0000-0002-2026-9176)*: drafted and reviewed the article, performed statistical analysis and contributed to the intellectual concept of the study and the entire research project; DRL (0000-0002-0307-2582)*:drafted the article, sought volunteers and analyzed the data; GB (0000-0001-5273-4303)*:drafted the article, sought volunteers and analyzed the data; AOQ (0000-0003-2808-7892)*:reviewed the article and contributed to the intellectual concept of the study; MVD (0000-0001-7547-7557)*:reviewed the article and contributed to the intellectual concept of the study; DCC (0000-0002-3400-2309) reviewed the article and contributed to the intellectual concept of the study. *ORCID (Open Researcher and Contributor ID).
published after the aforementioned one showed an improvement in the range of motion in cases where PRP was used but without advantages for pain control or function gain. 5 The present study demonstrates that in addition to reducing bleeding, a good result can be achieved in the first 48 hours after the procedure with regard to pain and range of motion gain, but this finding did not remain in the outpatient evaluations performed in the first 2 months. Moreover, knee function gain analyzed using the WOMAC questionnaire did not increase within this time frame. Despite demonstrating that TXA was effective in reducing pain and promoting better movement gains in the first hours after the procedure, this study was performed in a single center with a relatively limited number of patients. Because this is the first prospective study demonstrating this result, other studies should be performed to better understand this effect.
The limitations of the present study include its design, which allowed the surgeon to know which patient belonged to each group during the surgery. The loss of TXA group presented more than 40% lost follow-up. It did not happen in the other groups and can create a huge bias. The loss of patients who did not complete the 2-year follow-up (19%) and the lack of quantification of growth factors and the number of residual leukocytes in PRP samples are also aspects that may have limited the impact of our results.
CONCLUSION
In the first 48 hours after the procedure, TXA applied topically in TKA reduced the decrease in Hb levels, reduced pain and promoted better movement gain. In this study, compared with the control, PRP was not effective in reducing bleeding or improving knee function after arthroplasty but provided better control of postoperative pain as measured by the pain scale in the first 48 hours after surgery. Compared to their use individually, the combination of PRP and TXA led to a smaller decrease in Hb and better pain control in the first 48 hours after surgery, but their use in combination was not synergistic and did not enhance their individual effects.
